A retrospective review of 103 acute admissions of overseas visitors to a central London hospital was performed. Admissions were most commonly due to infection (43 admissions) and to recurrence of preexisting disease (40 admissions). Patients over 60 years were frequently admitted with new diagnoses. Groups at risk of admission were identified and strategies to reduce admissions discussed.
Introduction
St Stephen's Hospital is a 400 bed District General Hospital in Fulham. It serves an area of London containing many hotels and consequently admits a number of overseas visitors.
The problems encountered by Britons travelling abroad and the advice that should be given to them has been thoroughly examined'-3. However, the illnesses found in visitors to Britain is less well researched.
Fourteen million tourists visit Britain every year4, fortunately few fall ill and require hospital treatment. For those who do considerable difficulties may be encountered in either continuing their trip if they recover, or in trying to return home. Clearly if illness could be anticipated or avoided then such problems might be better coped with or even prevented. We sought to discover the diseases causing admission and to try to identify groups at risk of hospitalization.
We therefore reviewed the experience at St Stephen's to assess the numbers of overseas visitors admitted and the reasons for their admissions. diagnosis leading to admission and whether the admission was due to a recurrence or exacerbation of preexisting disease was recorded.
Methods

Results
During 1986, 105 overseas visitors were admitted. The notes were available for analysis in 103 cases. Monthly admissions varied between 4 and 11 with the exception of August when 23 patients were admitted. The distribution ofthe admissions by nationality and age is shown in Table 1 . Two groups stand out, the Middle Eastern visitors below 20 years old and the North American tourists over 60. Of the 103 patients, 23 did not speak English. Table 2 summarizes the principal diagnosis leading to admission and the number of these who had preexisting disease. Infection played a part in 43 of the 103 admissions. Most ofthese patients were agedbelow 30 years and many of the infections were tropical, notably infectious diarrhoea and malaria. Of the 66 cases not primarily infectious, 35 (53%) were recurrences of preexisting disease. Among travellers below the age of 30 years presenting with non-infectious diseases only 7 out of 26 had a new diagnosis. This contrasts with the travellers over 60 years in whom 10 out of 17 presented with new diagnoses (P< 0.05).
A classification of systems affected according to geographical origin is shown in Table 3 . Most of the admissions were short. Forty-four patients were admitted for two nights or less: 92 stayed in hospital for less than seven nights.
Three patients died during the admission, all three from myocardial infarcts. Forty-one were discharged to their country of origin, 50 continued their visit and for 9 patients the destination was not stated.
Discussion
The overseas visitors requiring admission fall into three groups. Firstly young people and children with predominantly infectious diseases. Diarrhoea was the most common complaint, which is a problem encountered by tourists regardless of destination. In a study of groups of travellers returning to the UK from abroad approximately 30% had suffered from diarrhoea2. Few of these had required hospital treatment. It is not clear how often patients with infectious disease, especially diarrhoea, were admitted to prevent further spread, through a hotel for example, rather than for purely medical considerations. The second group are those patients admitted with a recurrence of preexisting disease, notably asthma. These are perhaps the patients who could most benefit from advice concerning health during travel. The relative lack of older patients in this group may reflect the reluctance of patients with preexisting disease to travel, perhaps on medical advice. One previous study5 of patients admitted directly from Heathrow found that of 25 patients who had a cardiovascular collapse during or shortly after flying, all but three had preexisting disease. This probably reflects a very high risk group who are unable to tolerate the environmental changes during flight. The third group are those presenting with a new diagnosis. These were mostly older travellers who would be more likely to fall ill. How many of these illnesses were related to travel cannot be determined by this study. This would require a population-based study.
One question this study. had hoped to address was the preparation and contingency plans made by overseas visitors to cover the possibility of illness during their visit. Unfortunately the case records rarely mention these aspectswhether the patient was insured, if flights could be rearranged, if a tour could be resumed. We are currently undertaking a prospective study to look at this. The nationalities at risk of hospitalization cannot be determined from this study since this also depends on the origins ofthe visitors staying in the hospital's catchment area. However, in this study, the groups overrepresented were children of Middle Eastern origin and Americans over 60 years while Europeans were underrepresented (21% of our admissions, but 55% of the UK tourist trade4).
Having identified two groups at risk of hospital admission, those with preexisting disease and the older traveller, how can they best be helped? Firstly, they could be prepared for such an eventuality. They should be insured, with provision for their spouse to stay with them, for example. Secondly and more importantly, they should seek medical advice, ideally before they travel. This might be done ifcarriers and tour operators are made more aware of these risk groups and therefore insist they get advice before departure. In addition, information targeted at these two groups could be distributed at their point of entry to the UK.
